IN my experience the usual description of the symptomatology of colloid cysts of the third ventricle does not correspond with the clinical pictures of those I have met. Loyal Davis says: "Clinically, they are difficult to diagnose, but an intermittent severe headache produced and relieved by sudden movements of the head may suggest the ball-valve action of such a tumour as it obstructs the cerebrospinal fluid pathway."
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Bancroft and Pilcher, after briefly discussing their pathology, say: "They are small, mainly because early ventricular blockage and increased pressure are manifestations so intolerable as to spur patients to seek early surgical relief." I have never had a patient with a colloid cyst who told me of severe intermittent headache dramatically relieved, or produced, by sudden movements of the head. Neither do they appear to seek treatment early, for some of these cysts have been very large at operation.
The first case I have to mention was a man of 41 who had shown a progressive deterioration of behaviour and intellect for the past three years, or perhaps a little longer, as he had not worked for the last three years. Previously he had worked consistently and satisfactorily as a shorthand typist clerk. The only abnormality, before this change took place at the age of 38, was again one of behaviour, for his marriage had been annulled on the grounds of his non-consummation. He had become progressively more untidy, lazy and apathetic and was in an advanced stage of dementia when I first saw him. He was completely disorientated in space and time, having no insight into his condition, doubly incontinent but despite that euphoric to a degree. Neurological signs were very few-perhaps a shade of left facial weakness and a very doubtful left extensor response. In particular, there was no papilleedema. So demented was he, that he could not be expected to complain of headache but his relatives asserted that he had never complained of headache, even before he gave up work three years before.
The provisional diagnosis, not surprisingly, was frontal tumour. Electroencephalography suggested that this tentative diagnosis might be wrong for it revealed no evidence of a frontal focus but indicated the presence of a deep mid-line lesion.
Ventriculography, performed under general anasthesia on account of his unreliable behaviour, showed that his ventricles were enormous but the fluid not under increased pressure. The enlarged symmetrical lateral ventricles were separated at their anterior ends by a spheroidal mass projecting upwards from the third ventricle with a rim of air in the very front of that ventricle-and a constriction in the region of the foramina of Monro. This was clearly a very large ventricular tumour, in no way corresponding to Bancroft's statement that they are small. It was agreed before the operation that the most likely diagnosis by far was a colloid cyst, but, if it were true, it was much bigger than the radiologist had previously seen. On 11.12.50 1 removed a large colloid cyst, piecemeal, after approaching it through the right lateral ventricle. After operation he remained uniformly somnolent. His temperature on return to the ward immediately after operation was already 101°F. and he maintained a steady pyrexia between 101 F. and 103 F. for the four days during which he survived. The cyst fluid on analysis showed cholesterol 100 mg. %; the C.S.F. obtained by lumbar puncture post-operatively was opalescent.
The somnolence and the pyrexia, which I believe to be common after piecemeal removal of these cysts, presumably indicated damage to the hypothalamus and it is interesting to remember that he had put on nearly 3 st. in weight in the last two years.
This case therefore presented as a dementia without past history of headache. Members may recall that the late Sir Hugh Cairns also reported a very similar case of dementia due to colloid cyst of the third ventricle.
Another man of 60 years was admitted for investigation of a very similar demented condition.
The history indicated the beginning of trouble some three years before but serious symptoms were of only three months' duration. He had become lazy, somnolent, incontinent and even unable or too slothful to feed himself at times. Again there was no papilcedema and the only neurological sign, and that a doubtful one, was equivocal left extensor. The EEG showed generalized abnormality with no focus. Ventriculography revealed large ventricles with normal pressure. Again there was symmetrical dilation of the lateral ventricles and no air could be manipulated into the third ventricle. This man was deteriorating rapidly and in view of his age and the poor physical and mental condition it was decided not to attempt radical surgery. He died a week or so later and the autopsy showed a considerable hydrocephalus of the lateral ventricles with a colloid cyst blocking the foramina of Monro.
These cysts may, however, show a quite different clinical picture in which dementia is not a feature.
A woman of 29 came to hospital in December 1953 chiefly complaining of failing vision. The first symptom chronologically, however, was "blackouts" which had commenced two years before but had become very frequent in the last two months when she was having 6 a day. In these "blackouts" everything "went dim" for a few seconds. They never occurred except when she was standing. Vision had deteriorated very markedly over the last two months until admission; with her right eye she could only detect hand movements in the temporal half of the visual field while in the left there was considerable peripheral constriction. Severe bilateral papilleedema was noted. Over a similar period of two months she had complained of severe headaches but they were not sudden in onset or relieved by any change of posture. Apart from the above signs, of general raised pressure, there were no localizing signs: her plantars were both certainly flexor; the cerebrospinal fluid was normal but under high pressure.
Straight X-ray showed a hammer-beaten skull and erosion of the dorsum selke. Ventriculography showed huge symmetrical lateral ventricles with no air in the third ventricle. As in the last case the outline of the third ventricular tumour could not be made out. Arteriography showed no lateral shift of the anterior cerebral artery but an undue gap between the anterior and middle cerebral arteries in the lateral view.
At operation a very large colloid cyst was removed from the third ventricle by incising the thin partition between the body of the lateral ventricle and the third ventricle posteriorly from the foramina of Monro. In this case it was possible to pull out the cyst intact through this incision into the very large lateral ventricle. It was not opened at all while within the skull. This woman is alive and well to-day-some fourteen months later. She escaped the post-operative phase of hyperthermia and excessive somnolence in its severe degree and I am wondering whether the fatal outcome so often encountered may not be partly due to the soiling of the ventricular system with the glue-like contents of the cyst and therefore whether we ought not to take what appears to be the more traumatic course of pulling the cyst out of the third ventricle intact. This woman's cyst was a large one some inch in diameter and had it been removed piecemeal I feel there would have been considerable contamination of the ventricular system.
Two cases have presented in this way with high pressure and symptoms dependent thereon, but without any characteristic type of headache. In another, a child of 14, the whole history of abnormality was over in twenty-four hours, ending in death before anything could be done. On one day, having previously been apparently quite normal, she reported sick at school with headache, vomiting and drowsiness. On arrival in hospital the next day she was pale, unconscious with irregular breathing and pulse. She had three tonic fits with back arched in opisthotonus, legs rigidly extended, elbow flexed and pupils widely dilated. Her death occurred very shortly after admission without any precise diagnosis having been made. Autopsy revealed a definite degree of dilation of the lateral ventricles with a colloid cyst impacted in the foramina of Monro.
It would appear therefore that these cysts may be a cause of sudden death in people who are believed to be quite fit.
Dr. Russell Barton: The literature conceming the psychiatric effects of lesions of the third ventricle reveals a trend of evidence which suggests that they deserve more than perfunctory dismissal in general terms as dementia or personality change.
Although it is not possible to link a specific mental disturbance to a specific area, manic disorders have been reported in the literature with tumours of the third ventricle and have been provoked by manipulations in the region of the hypothalamus sufficiently often to seem significant. Depressive illness, anxiety disorders, hallucinations, illusions and the peculiar "hypothalamic torpor" are also well reported so that some analysis of the mental state would appear more helpful in approaching the problem of "how" and "where" than the uncritical relegation of mental symptoms to the class "dementia".
There are interesting physiological changes which may accompany hypothalamic disturbance: abnormal bladder activity, thermostatic disturbance, alimentary tract symptoms and hyperglycxmia. I wondered if the last case, of a girl of 14 with vomiting and drowsiness followed by coma, irregular breathing and convulsions, described by Mr. Radley-Smith, had any alteration of blood sugar levels before death.
